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ABSTRACT. The authors contribute to the validating literature for binge eating disorder 
(BED) by examining perceptions of parents and satisfaction with life among obese 
women with and without BED. Participants were female patients, recruited through a pri- 
vate medical clinic, who were assigned to groups on the basis of body mass index (BMI) 
and scores on the Questionnaire on Eating and Weight Patterns (QEWP; R. L. Spitzer et 
al., 1992). Groups consisted of (a) obese women with BED ( n  = 32). (b) obese women 
who had no eating disorders (n = 51). and (c) nonobese women with no eating disorders 
(n = 30). All participants completed the Parental AcceptancelRejection Questionnaire 
(PARQ; R. P. Rohner, 1986). the Satisfaction with Life Scale (SWLS; J. Fischer & K. Cor- 
coran, 1994). and the Beck Depression Inventory (BDI; A. T. Beck & R. A. Steer, 1987). 
Obese women with BED perceived their fathers as more rejecting than did women in the 
other groups. Moreover, obese women with BED perceived their fathers as significantly 
more rejecting than their mothers. The BED group indicated lower satisfaction with life 
and higher levels of depression than the groups without eating disorders. These findings 
further validate the diagnostic category of BED. Obese women with BED appear to be a 
distinct subgroup of the obese population. The results indicate a need for further assess- 
ment of the father-daughter relationship in connection to BED and other eating disorders. 
BINGE EATING DISORDER (BED) has become the focus of a growing body 
of research since its inclusion in “Appendix B: Criteria Sets and Axes Provided 
for Further Study’’ of the fourth edition of the Diagnostic and Statistical Mun- 
uat of Mental Disorders (DSM-IV; American Psychiatric Association, 1994). 
People with BED regularly engage in binge eating in the absence of extreme 
compensatory behavior used to control body shape and weight (Fairburn & 
Wilson, 1993). 
Between one quarter and one half of obese patients presenting for treatment 
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report significant problems with binge eating (Devlin, Walsh, Spitzer, & Hasin, 
1992). Obese individuals who engage in binge eating exhibit more eating- and 
weight-related pathology, more psychopathology in general, and greater psycho- 
social impairment than obese persons who do not engage in binge eating (de 
Zwaan & Mitchell, 1992; Marcus, 1993). Those with BED are also likely to pre- 
sent with depressive symptomatology, early onset of obesity, frequent weight 
loss, and family history of obesity (Marcus, Smith, Santelli, & Kaye, 1992). 
Moreover, there appears to be an association between BED and a lifetime preva- 
lence of major depression, panic disorder, borderline personality disorder, and 
avoidant personality disorder (Yanovski et al., 1992). 
Several studies have revealed support for a trend in the progression of sever- 
ity of pathology in comparisons of individuals with obesity without binge eating, 
obesity with binge eating disorder, and obesity with bulimia nervosa (Fichter, 
Quadflieg. & Brandl, 1993; Fitzgibbon & Kirschenbaum, 1991 ; Kirkley, 
Kolotkin, Hernandez, & Gallagher, 1992). This body of research suggests that 
among those three distinct populations, binge-purgers exhibit the greatest psy- 
chological disturbance and obese nonbingers exhibit the least (Johnson & Tor- 
grud, 1996). 
The significance of the parent-child relationship in the development of an 
eating disorder is well established in psychological theory and empirical re- 
search. Although the preponderance of literature has focused on the connection 
between mother, food, early infant bonding, and eating disorders (Carmicle, 
1993, preliminary findings have suggested that a daughter's perceptions of her 
father play a role in the development of eating disorders as well (Wonderlich, 
Ukestad, & Perzacki, 1994). According to Sours (1980), parents of those who 
develop eating disorders discourage separation and autonomy and may take little 
pleasure in their parenting. Other researchers concur that the struggle for auton- 
omy is a primary component of disordered eating (Masterson, 1977; Minuchin, 
Rosman, & Baker, 1978; Sours, 1980 Stein, Woolley, Cooper, & Fairburn, 1994; 
Winnicott, 1965). 
Underlying the significance of the parentxhild relationship in eating disor- 
der development is an insufficient level of parental affection and acceptance. 
Individuals with BED often do not experience being truly loved for themselves 
and have, in essence, given up on having empathic connections with people 
(Aronson, 1993). Research related to families of individuals with eating disor- 
ders confirms perceptions that those families are more conflictual, disorganized, 
nonnurturing, and controlling, and less affectionate than families of individuals 
who did not have eating disorders (Humphrey, 1987, 1988; Johnson & Flach, 
1985; Kog & Vandereycken, 1989; Palmer, Oppenheimer, & Marshall, 1988; 
Wonderlich & Swift, 1990). 
Address correspondence to U! Brad Johnson, Department of Leadership, Ethics and Law, 
United States Naval Academy, Luce Hall, Stop 78, Room 210, Annapolis, M D  21402. 
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The roles of the mother and father in the etiology of eating disorders remain 
unclear. Shulman (1991) concluded that the binge “is” the mother, and the purge 
is an act to reject the mother. Carmicle (1995) hypothesized that purging may be 
a symbolic rejection of the father, the perceived behavior of the father, or both. 
A father who is seen as domineering, cruel, or abusive may be symbolically re- 
jected by the act of purging. Carmicle’s research indicated that bulimic women 
who did not purge experienced their fathers as more loving than did bulimic 
women who did purge. 
Parental acceptance-rejection theory (PAR theory; Rohner, 1975, 1980, 
1986; Rohner & Rohner, 1980) supports the significant role of perceptions of 
one’s own parents in the development of psychopathology. In brief, the theory 
attempts to explain and predict major consequences of perceived parental accep- 
tance and rejection. It addresses, for example, the warmth dimension of parent- 
ing and its impact on the behavioral, cognitive, and emotional development of 
children and on the eventual adaptiveness of personality of adults. 
The warmth dimension of parenting referred to in PAR theory is defined on 
a continuum, with rejection (perceived absence of parental warmth and affection) 
at one end of the spectrum and acceptance (perceived presence of warmth and 
nurturing) at the other end (Campo & Rohner, 1992). Accepting parents may 
express love and affection for their children both physically and verbally. Reject- 
ing parents, on the other hand, exhibit dislike of, disapproval of, resentment of, 
or indifference toward their children. According to Campo and Rohner, individ- 
uals “can experience themselves as rejected even without direct behavioral indi- 
cators of parental coldness, aggression, or neglect” (p. 431). 
In addition to the impact on children, PAR theory’s personality aspect pre- 
dicts that parental acceptance and rejection will affect the adaptiveness of per- 
sonality of adults who recall being rejected as children (Rohner, 1975, 1980, 
1986). More specifically, according to Campo and Rohner (1992), “PAR theory 
predicts that individuals who experience themselves to be rejected or psycholog- 
ically maltreated tend to be more hostile and aggressive or to have greater prob- 
lems with the management of hostility and aggression, more dependent or 
‘defensively independent’ (depending on degree of rejection), lower in self- 
esteem and self-adequacy, more emotionally unstable, more emotionally unre- 
sponsive, and more negative in their world view” (p. 431). 
Campo and Rohner (1992) postulated that substance abuse may be one log- 
ical result of the parental rejection process. Individuals may turn to one substance 
or another to decrease the intense psychological pain resulting from perceived 
parental rejection. Campo and Rohner concluded that perceived rejection appears 
to elicit in the child a variety of aversive personality and behavioral characteris- 
tics that, in turn, provoke the susceptible parent to further reject the child. The 
child responds to the further rejection, and the exchange eventually leads to 
development of a mechanism to cope with the pain. In the case of BED, food may 
be the substance of choice to numb this internal pain. 
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Stigma associated with obesity has been well documented (Allon, 1975; 
Cahnman, 1968; DeJong, 1980; Hiller, 1981; Webber, 1994; Worsley, 1981). 
This stigma has led to negative characterization of obese individuals, and the 
most negative attitudes appear to be directed toward obese women (Harris, Har- 
ris, & Bochner, 1982; Harris & Smith, 1982; Hiller, 1981). The stigma and dis- 
crimination that obese women encounter in a variety of situations would be 
expected to have a negative impact on their satisfaction with life. Nevertheless, a 
search of the psychological literature revealed no published research on satisfac- 
tion with life among persons with eating disorders. Previous literature on obesi- 
ty and satisfaction with life has focused on external indicators of satisfaction 
rather than perceptions of the obese individuals themselves. 
In contrast, a good deal of research has addressed the connection between 
depression and eating disorders. Researchers have consistently found that depres- 
sion is associated with bulimia (Hinz & Williamson, 1987; Strober & Katz, 1988). 
Prather and Williamson (1988) found a similar association between depression 
and compulsive binge eating. Webber (1994) found that binge eaters-whether 
obese or of normal weightdad significantly higher levels of depression than 
obese and nonobese people who did not binge. Finally, Specker, de Zwaan, Ray- 
mond, and Mitchell (1994) reported similar results among obese women with and 
without BED. In their study, a significantly higher percentage of obese women 
with BED met the criteria for major depression. The link between clinical depres- 
sion and eating disorders is congruent across studies that used both objective and 
interview-based indices of depression. One interpretation of this linkage is that the 
physical and psychosocial concomitants of depression increase the predisposition 
toward eating disorders (Garfinkle & Garner, 1982; Strober & Katz, 1988). 
Our review of the literature suggests that children’s relationships with their 
parents play a significant role in the development of eating disorders. The pre- 
sent study was designed to establish whether those relationships have a similar 
role in the development of BED. Specifically, we assessed whether the percep- 
tion of parental acceptance or rejection among women with BED would distin- 
guish them from women without eating disorders. This information would con- 
tribute to the validation of the BED diagnosis and further establish obese women 
with BED as a distinct subgroup of obese women. The study was designed to 
address four research hypotheses: 
1. Obese women with BED perceive their parents as more rejecting than do 
2. Obese women with BED perceive their mothers as more rejecting than 
3. Obese women with BED report less satisfaction with life than do obese 
4. Obese women with BED report higher levels of depression than do obese 
obese and nonobese women without BED. 
their fathers. 
and nonobe-se women without BED. 
and nonobese women without BED. 
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Method 
Participants 
The participants were 113 female volunteers from a private medical clinic 
(105 Caucasian, 5 African American, 2 Native American, and 1 Latina). Sixty- 
two percent were married, 20% were single, and 12% were divorced, separated, 
or widowed. The remaining 6% did not disclose marital status. The mean age for 
all participants was 45.12 (SD = 10.99). Fifty percent had obtained a college 
degree. Less than 3% of the sample had not completed high school. Among the 
113 participants meeting inclusion criteria, 83 were obese, based on body mass 
index (BMI 2 28), and 30 were not obese (non-0 group; BMI s 25). Of the 83 
obese participants, 32 met the diagnostic criteria for BED (BED group). The 
prevalence of BED in this obese sample, therefore, was 38.6%. Fifty-one obese 
participants had no diagnosable eating disorder (non-BED group). 
Measures 
The Questionnaire on Eating and Weight Patterns (QEWP) is a four-page, 
abbreviated form of the original questionnaire developed by Spitzer et d. (1992, 
1993). It is currently the only diagnostic instrument used exclusively for identify- 
ing BED (Johnson & Torgrud, 1996). The QEWP contains 13 items that classify 
individuals with BED, purging bulimia nervosa, or nonpurging bulimia nervosa 
(Spitzer et al., 1993). Psychometric data on the questionnaire show good diag- 
nostic stability over a 3-week period (K = .58; Nangle, Johnson, Carr-Nangle, & 
Engler, 1994). The QEWP compares favorably to diagnoses based on structured 
interview (de Zwaan & Mitchell, 1992). In addition, the QEWP's predictive effi- 
ciency for high- and low-binge eaters ranges from .71 to .73 (Nangle et aL). 
The Parental AcceptanceRejection Questionnaire (PARQ-F, father version; 
PARQ-M, mother version), a self-report measure developed by Rohner (1986, 
1991). was designed to assess an individual's perception of acceptance-rejection 
by his or her parents during childhood. It is a m-item, Likert-type inventory. 
Scores on the four subscales-parental warmth, hostility, neglect, and undiffer- 
entiated rejection-are combined to determine a composite score, which can 
range from 60 to 240 (midpoint = 150). Individuals who score higher than 150 
perceive more rejection than acceptance from the rated parent. Reliability stud- 
ies (Rohner, 1991) have yielded Cronbach's alpha coefficients for the subscales 
convergent, and discriminant validity (Rohner, 1991). 
The Satisfaction with Life Scale (SWLS; Fischer & Corcoran, 1994) is a 
five-item scale that assesses subjective life satisfaction. Unlike other measures 
that apply an external standard, the SWLS score represents the individual's own 
subjective judgment of his or her quality of life. The SWLS has been recom- 
ranging from .86 to .95. Further research has produced evidence of concurrent, 
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mended for use in addition to other measures when psychopathology or emo- 
tional well-being is being assessed (Pavot & Diener, 1993). Each of the five items 
is scored from 1 to 7 and then summed, for a total score ranging from 5 to 35. 
Higher scores reflect more satisfaction with life. Internal consistency of the 
SWLS is very good (a = 37). This instrument also has shown excellent test- 
retest reliability over a 2-month period, with a correlation of .82 (Diener, Em- 
mons, Larsen, & Griffins, 1985). 
The Beck Depression Inventory (BDI; Beck & Steer, 1987) is among the 
most widely accepted and commonly used instruments for assessing level of 
depression (Zemore & Rinholm, 1989). It effectively measures intensity of 
depression in psychiatric patients (Piotrowski, Sherry, & Keller, 1985) as well as 
in normal populations (Steer, Beck, & Garrison, 1985). This 21-item self-report 
inventory has well-established reliability and validity (Beck, Steer, & Garbin, 
1988; Bumberry, Oliver, & McClure, 1978). Scores range from 0 to 63, with the 
single numerical score allowing classification of the degree of depression as min- 
imal (0-9), mild (1O-16), moderate (17-29), or severe (30-63). A strong nega- 
tive correlation ( r  = .72) has been found between the SWLS and the BDI (Blais, 
Vallerand, Pelletier, & Briere, 1989). 
Procedure 
Announcements were posted in the clinic, and interested women were given 
detailed written information about the study. Inclusion and designation to the 
appropriate group were based on information from the completed QEWP. BMI, 
a measure of weight relative to ideal, was calculated (kg/m2) according to report- 
ed height and weight. Participants were screened according to the following 
inclusion criteria: female; not pregnant; 18 years of age or older; BMI between 
18 and 25 inclusive with no eating disorder present for the nonobese group, or 
BMI of 28 or greater with no eating disorder present except BED for the obese 
groups. Obese women who met full diagnostic criteria for BED were separated 
from obese women with no eating disorders. 
Of the 131 female volunteers who completed all measures, 18 were exclud- 
ed for not meeting the inclusion criteria: 10 were excluded with BMI indices of 
26 or 27, which placed them in the slightly overweight range; 3 met diagnostic 
criteria for bulimia nervosa; 3 who met BMI criteria for the nonobese group met 
diagnostic criteria for BED; and 2 were pregnant. After screening, 32 participants 
were assigned to the group of obese binge eaters (BED group); 51 to the group 
of obese nonbinge eaters (non-BED group); and 30 to the group of nonobese, 
nonbinge eaters (non-0 group), for a total of 113 participants. 
Results 
Univariate analyses of variance ( ANOVAs) demonstrated no significant dif- 
ferences between the groups with respect to age, education, or marital status. As 
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would be expected, BMI scores for the BED group (M = 36.90) and the non-BED 
group (A4 = 35.68) were significantly higher than for the non-0 group (M = 
21.76), F(2, 112) = 71.57, p c .Owl. All participants were also asked to report 
their highest weight. As would be expected, there was a significant ANOVA 
between groups for body weight, F(2, 110) = 46.0, p < .001. Subsequent analy- 
ses confirmed significantly higher weight for the BED group (M = 257.71, SD = 
61.74) and the non-BED group (M = 227.72, SD = 41.82) compared with the 
non-0 group (M = 153.07, SD = 28.78). Participants were also asked to rate the 
extent to which they had been on a diet in their lifetime (rated on a 5-point scale: 
1 = none or hardly any ofthe time, 2 = about a quarter of the time, 3 = about half 
the time, 4 = about three quarters of the time, and 5 = nearly all rhe time). Again, 
women with BED (M = 3.78, SD = 1.07) and non-BED obese women (M = 3.19, 
SD = 1.43) reported spending a significantly greater proportion of time dieting 
than nonobese women did (M = 1.87, SD = 1.20), F(2, 110) = 18.44, p c .001. 
Hypothesis 1 stated that obese women with BED perceive their parents as 
more rejecting than obese and nonobese women without BED. (See Table 1 for 
means, standard deviations, and ANOVA results for all measures and groups.) 
The overall PARQ-F ANOVA was significant. Post hoc Tukey tests revealed that 
BED women reported their fathers to be significantly more rejecting than non- 
obese women did ( = 32.05, p c .05; Table 1). 
Given the significant overall PARQ-F finding, subsequent ANOVAs were 
conducted for all four subtests of the PARQ-F. There were no significant overall 
differences between groups on the warmth and aggression subscales; however, 
the neglect subscale, F(2, 102) = 3.95, p c .05, and the rejection subscale, F(2. 
102) = 4.85, p c .01, produced significant overall between-groups differences. 
Post hoc Tukey tests revealed that BED women reported greater paternal neglect 
( = 8.21, p c .05) and greater paternal rejection ( = 5.41, p < .05) than nonobese 
women did. There were no differences between non-BED obese women and the 
other two groups on these subscales. An ANOVA between groups for the PARQ- 
M revealed no significant differences. 
more rejecting than obese and nonobese women without BED. This hypothesis 
was not supported by the present results. T tests for paired samples using overall 
PARQ-F and PARQ-M scores revealed significant within-group differences for 
the BED group alone. However, contrary to our prediction, obese women with 
BED reported more rejecting and less warm fathers (M = 139.73) than mothers 
(M = 105.28), t(29) = 4.16, p c .001. 
Hypothesis 3. which predicted that obese women with BED would report 
less satisfaction with life than obese and nonobese women without BED would, 
was confirmed. A one-way ANOVA for SWLS scores revealed significant differ- 
ences between groups, F(2, 108) = 3.1 1, p < .05. Subsequent analyses confirmed 
significantly lower SWLS scores in the BED group compared with the non-0 
group ( = 5.30, p < .05). There were no significant differences between the non- 
Hypothesis 2 stated that obese women with BED perceive their mothers as Do
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TABLE 1 
Between-Group Comparisons for AH Dependent Measures 
BED Non-BED Non-0 
Measure M SD M SD M SD df F 
PARQ-F 
Warmth 
Aggression 
Neglect 
Rejection 
Warmth 
Aggression 
Neglect 
Rejection 
PARQ-M 
BDI 
SWLS 
139.73 
49.30 
30.47 
36.67 
21.90 
105.28 
66.91 
26.66 
25.84 
19.69 
13.75 
19.28 
4.16 
17.05 
12.72 
10.68 
7.84 
37.69 
13.95 
9.71 
9.06 
7.68 
8.70 
7.49 
121.48 
54.25 
32.13 
17.98 
112.18 
61.02 
26.94 
27.80 
18.66 
10.00 
22.04 
2 m o  
46.1 1 
18.76 
11.73 
12.05 
7.39 
42.73 
17.11 
11.76 
10.52 
6.87 
9.63 
7.92 
107.15 
59.37 
22.74 
28.04 
15.74 
110.37 
61.67 
26.78 
27.07 
18.59 
7.83 
24.03 
45.20 2, 102 
18.02 2, 102 
11.57 2, 102 
11.80 2, 102 
11.80 2, 102 
48.14 2, 106 
16.37 
13.59 
11.53 
9.03 
5.68 2, 110 
6.72 2, 108 
3.72* 
2.20 
3.03 
3.95* 
4.85*+ 
.26 
3.92* 
3.11* 
Note. BED = obese women with binge eating disorder. Non-BED = obese women without binge eat- 
ing disorder. Non-0 = nonobese women. PARQ-F = Parental AcceptanceRejection Question- 
naire-Father version. PARQ-M = Parental AcceptancelRejection Questionnaire-Mother version. BDl 
= Beck Depression Inventory. SWLS = Satisfaction with Life Scale. BED n = 32. Non-BED n = 51. 
Now0 n = 30. 
*p < .05. * p  < .01. 
BED obese group and the other two groups with respect to level of satisfaction 
with life. 
Hypothesis 4 stated that obese women with BED would report higher levels 
of depression than obese and nonobese women without BED. This hypothesis 
was confirmed. A one-way ANOVA for BDI scores between groups was signifi- 
cant, F(2, 110) = 3.92, p < .05. Again, follow-up Tukey tests showed that the 
women with BED reported significantly more depression than the non-0 women 
( = 6.00, p < .05), whereas the non-BED obese women did not differ significant- 
ly from either group with regard to depression. 
Discussion 
Our main goal in this research was to contribute to the validation of BED as 
a distinct eating disorder and necessary diagnostic category. The differences be- 
tween the BED group and the nonobese non-BED group were significant on 
three measures, confirming three of the four hypotheses. 
The hypothesis that obese women with BED perceive their parents as more 
rejecting than do obese and nonobese women without BED was c;onfirmed with 
regard to the father but not the mother. The BED group scores indicating per- 
D
ow
nl
oa
de
d 
by
 [G
eo
rg
e F
ox
 U
niv
ers
ity
] a
t 1
4:4
4 1
0 M
arc
h 2
01
5 
Dominy, Johnson, & Koch 3 I 
ceived rejection were significantly higher overall and for each subtest than the 
scores of the nonobese non-BED group were. Although the women in the BED 
group reported greater perceived rejection than those in the non-BED obese 
group, the difference was not statistically significant. Thus, the obese women 
with BED appeared to perceive their fathers as significantly more rejecting than 
nonobese women with no binge eating disorders did. More specifically, the 
women with BED viewed their fathers as lacking in warmth and acceptance, 
being aggressive, being neglectful, and as primarily rejecting them. These find- 
ings are somewhat surprising in light of the virtual absence of published research 
examining the role of the father-daughter relationship in the development of eat- 
ing disorders. It appears that emphasis has been placed on the mother-daughcer 
relationship to the exclusion of father-daughter research. These preliminary find- 
ings clearly indicate a need for further assessment of the father-daughter rela- 
tionship and its connection to BED and other eating disorders. 
There were no significant differences between groups with respect to per- 
ceived acceptance or rejection by the mother. The substantial body of research 
connecting mother-daughter relationships to eating disturbances makes this a 
surprising result. It is possible that individuals with BED differ, in terms of 
parental experience, from individuals with no eating disorder and from individu- 
als with different eating disorders. It is also possible that mother-daughter rela- 
tionships play a less significant role in the development of BED. 
Consistent with previous research (Carmicle, 1995; Shulman, 1991), we 
hypothesized that obese women with BED would perceive their mothers as more 
rejecting than their fathers. This hypothesis was based on the conclusion that the 
binge “is” the mother (Shulman, 1991) and that purging is a symbolic rejection 
of the father, the perceived behavior of the father, or both (Carmicle). This 
hypothesis was not confirmed. To the contrary, the women with BED perceived 
their fathers as significantly more rejecting than their mothers. This may indicate 
that binge eating is more varied and complex in its etiology and function than 
was previously thought. Binge behavior may carry different meanings among 
people with different eating disorders and even among different individuals. 
Although some have argued (Aronson, 1993; Garfinkle & Gamer, 1982) that 
BED is equivalent to the diagnosis of nonpurging bulimia nervosa, our findings 
indicate the possibility that there are substantive differences between BED and 
nonpurging bulimia nervosa, and the data support further consideration of BED 
as a distinct diagnosis. 
The results c o n h e d  the hypothesis that obese women with BED would 
report less satisfaction with life than nonobese women without BED. The fact 
that the BED group’s scores were lower, though not significantly, than the obese 
non-BED group’s indicates that decreased satisfaction was not merely a result of 
obesity. It may be helpful for researchers to rethink the axiom that higher body 
weight in obese individuals leads to lower satisfaction with life. The difference 
in satisfaction with life may also be a function of other characteristics of BED, 
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such as feeling out of control and frequently eating what is regarded as an unusu- 
ally large amount of food. 
As expected, the hypothesis that, compared with obese and nonobese 
women without BED, women with BED would report higher levels of depression 
was confirmed. Women with eating disorders may be more inclined to manifest 
depressive symptoms (Strober & Katz, 1988). It is noteworthy, however, that BDI 
scores for the BED group were in the borderline-to-mild range and not sugges- 
tive of clinical depression. This may indicate that women with BED are less 
depressed than individuals with other eating disorders (Garfinkle & Gamer, 
1982; Hudson, Laffer, & Pope, 1982; Johnson & Connors, 1987; Strober, Salkin, 
Burroughs, & Morrell, 1982). Again, it appears that the depression is not the 
result of obesity alone. It must also be noted here that the participants in the non- 
obese group came from a medical clinic population. Thus, there may have been 
a higher level of reported depression than would have been found in a nonclini- 
cal, normal-weight population. 
Results of this study need to be interpreted in light of several methodological 
concerns. One factor that may have influenced the results is the possibility of 
response bias across groups. Issues of eating and weight such as those in the 
QEWP are sensitive ones. Although we made every effort to encourage honesty by 
ensuring confidentiality and anonymity, the tendency to answer such questions in 
a socially desirable manner may have had some impact on the accuracy of the data. 
Another potential confounding variable is the length of the questionnaire. 
The questionnaire was 13 pages long, and fatigue may have affected responses 
near the end. Interestingly, the PARQ-M was the final section, and this yielded 
an unexpected result. 
In addition, we did not screen for medications. Use of antidepressant med- 
ications may have affected both Satisfaction with Life Scale and Beck Depres- 
sion Inventory scores. Use of obesity treatment medication within the preceding 
6 months may have altered eating patterns, resulting in our assigning participants 
to the non-BED group when, unmedicated, they could have met criteria for the 
BED group. Moreover, we did not control for the presence of child abuse in the 
participants’ histories. A history of abuse could certainly have affected the 
women’s perceptions of their parents. No demographic data were collected re- 
garding the parents; such information would be helpful in identifying correlates 
of perceived acceptance and rejection. 
Despite the limitations of this study, these results do make a significant con- 
tribution to the literature on eating disorders, specifically to the validation and 
understanding of BED. These findings support inclusion of BED as a distinct 
diagnostic category. There appears to be a need for continued research on the 
fatherdaughter relationship and its role in the development of eating disorders. 
It would be helpful to determine if this strong paternal influence is present in eat- 
ing disorders other than BED. 
A closer look at subgroups of the obese population, obese women with BED 
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and without BED, would assist in understanding the impact of higher body 
weight on satisfaction with life and quality of life. Such information could shed 
new light on previous conclusions regarding quality of life for obese individuals. 
Future research on obesity would be significantly enhanced by the inclusion of a 
group of women with bulimia nervosa. This would provide an established eating 
disorder for comparison as well as an upper reference point on the proposed con- 
tinuum of psychopathology. Finally, researchers should continue to evaluate the 
validity of BED as an official diagnostic category. Additional research should be 
directed to consideration of effective prevention and treatment methods. 
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